Objective: To develop an intervention to improve the mental health referral and care process for children referred by primary care providers (PCPs) to community mental health clinics (MHCs) using a community partnered approach.
IntroductIon
Research indicates that 15%-20% of US children suffer from a mental health (MH) disorder, but nearly 80% of those who need MH services don't receive them. [1] [2] [3] [4] Among publicly insured children, this unmet need is even more pronounced. 4 Medicaid-insured children who require specialty MH care are often referred to community mental health clinics (MHCs) for diagnostic and therapeutic services; however, families often face multiple barriers in accessing these MHCs, including unfamiliarity with the clinic's screening and enrollment process, 5 stigma of attending a MHC, [6] [7] [8] and clinic location. 9 Within primary care clinics, implementation of care models for collaborative care, colocated care, and integrated MH care is often challenged by logistic and financial barriers. Nevertheless, several studies suggest that interventions aimed at creating collaborative care models linking primary care with specialty MH care can improve utilization of behavioral health ser-
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vices and outcomes for children. [10] [11] [12] [13] [14] [15] [16] [17] The modality of telehealth, using live videoconference sessions, may enhance opportunities for improved access to care and care coordination among primary care and specialty MH providers. [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] There is some evidence from both adult and pediatric studies to suggest that outcomes related to treatment recommendations, 30, 31 clinical outcomes, 21, 31, 32 two MHCs. Together, our objective was to identify key transition points in the referral and care coordination process when MH care access was most likely to be compromised and develop an intervention to address these challenges. Several studies have utilized a structured process to engage communities and clinics to produce comprehensive, sitespecific innovative models to address health. [33] [34] [35] We describe a community-partnered approach to 1) identification of barriers and potential solutions in the referral and care process, and 2) development of a community-based, telehealth-coordinated intervention tailored to the needs of the families served and the existing clinic organizational characteristics.
Our group has used this community-partnered design process in previous studies to partner with clinic stakeholders in clinical delivery design projects aimed at improving care for publicly insured children. 33 The core element of this process is a Project Working Group (PWG). The PWG consists of clinic providers, staff, and administration, as well as parents of children served by the clinical entities. During a series of meetings guided by the research team, the PWG outlines the problem in detail, and then develops an intervention to address it. A summary of what is known on the topic and of previously conducted qualitative interviews of stakeholders, provided by the academic research team, helps guide the PWG. The process is based on the principles of community-based participatory research, 36 with the "community" defined as the partnered clinic collaborating with the academic research team to improve care delivery. This community-partnered approach to intervention development for clinical care delivery allows for a community-engaged and structured process for intervention design that addresses the needs of stakeholders.
Methods
Our community partners were the multi-site FQHC and two MHCs. The FQHC provides 112,101 primary health care visits for 37,367 children aged 0-18 years annually; 98% of these patients have an annual household income <200% of the federal poverty level and 86% are Latino. The two MHCs are contracted by the County of Los Angeles Department of Mental Health (DMH) to provide MH services to publicly insured children near the geographical area served by six clinical sites of the FQHC.
The purpose of the PWG was to systematically engage the stakeholders in development of a new referral process to enhance FQHC patients' access to and successful enrollment into MHCs. The PWG included primary care providers (PCPs) from each of the six participating FQHC clinical sites, the FQHC pediatric medical director, the FQHC clinic managers, and parents. Parent representatives were nominated from PCPs and MHC providers; all had gone through the MH referral process at the FQHC. The PWG also included MHC providers and staff, including medical directors, psychiatrists, therapists, and manag- Our data sources included a summary of stakeholder qualitative interviews, PWG meeting notes, and intervention processes and workflow reports created by the PWG. The qualitative interview data summary was created by the academic team, and all other materials were developed by the PWG during meeting time, and reviewed for accuracy and agreement at a subsequent PWG meeting. The study was approved by the UCLA Institutional Review Board.
At the first PWG meeting, the PWG defined a governance plan and reviewed project goals and objectives. The PWG received a summary of previously collected stakeholder data to assess parent, provider, and staff perspectives (7 parents, 10 FQHC PCPs/staff, and 3 MHC providers/ staff) on current processes for MH referrals for the FQHC's pediatric patients, and perspectives on how to improve it. These data were key to helping the PWG frame future discussions and focus on the problem areas identified by individuals in each organization and by parents who had encountered the referral process; findings are reported elsewhere. 5 Briefly, we found that PCPs and parents highlighted challenges at initial referral, and MH providers cited challenges at the time when patients were ready to be transferred back to PCPs for ongoing psychotropic medication management.
The next three meetings focused on identifying problems in the referral and care process, and then creating a telehealth-based referral and care intervention to address these problems. The PWG first outlined each step of their current referral and care process from initial identification of a need for a MH referral by the PCP, to referral and enrollment at the MHC, to treatment, stabilization, and transfer back to primary care. Through discussions at PWG meetings 2-4, the PWG identified areas in the process where access was most likely to be compromised. The PWG created solutions to address the problems at each identified critical transition point in the referral system, with the goal of enhancing access for families in underserved communities (PWG meetings 4-6).
The PWG designed solutions to directly address these problems, and when appropriate, incorporated telehealth or videoconferencing technology when it was helpful as a tool to enhance communication and coordination among PCPs, MH care providers, and parents. The PWG included telehealth modality as an available tool in designing the intervention, but was not limited to activities solely related to telehealth. The PWG took these solutions and created the intervention itself, with detailed structures, processes, and workflows. PWG meetings are planned to continue through implementation, piloting, and then a randomized trial of the developed intervention. PWG decisions were by consensus. Meetings were conducted in English; however, to accommodate monolingual Spanish-speaking parent members, we utilized bilingual research staff to provide real-time interpretation during meetings.
PWG members completed a survey assessing their experiences with the project. A detailed assessment of PWG member experience is beyond the scope of this paper; however, a brief meeting evaluation survey was created for the PWG, and provided at the end of every PWG meeting and asked participants whether: 1) the project purpose and objectives were clearly stated; 2) the meeting time and place were convenient; 3) shared decision-making was used during the meeting; 4) meeting time was used effectively; and 5) they felt satisfied with their participation during the meeting, and satisfied with the meeting generally. Participants could respond strongly disagree, disagree, agree, or strongly agree.
Referral Process
Specialty MH is a carved-out benefit for most publicly insured patients at the FQHC; there are two main DMH clinical partners to which the majority of the patients are referred. Parents receive a MHC referral from their PCP at the FQHC. The referral is then faxed from the primary care clinic to the MHC. The MHC initiates contact with the family via a phone eligibility screening. The parent is called using the phone number provided on the referral form, a case manager from the MHC screening department asks the parent a series of questions regarding insurance cover-
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age, their child's MH concerns, and other issues. The screener makes an initial determination of eligibility for the family and provides this information to a MHC therapist. The parent is then scheduled for a 2-hour intake visit with the therapist, which serves as the full assessment of MH needs for the child. After this intake visit, patients are enrolled in a therapy program that generally includes behavioral therapy for approximately eight weeks. The therapist then consults with a supervisor about whether the patient needs a referral to a child psychiatrist. If the referral is deemed necessary, the patient is scheduled for an initial assessment with a psychiatrist at the MHC, who prescribes medication if indicated, and continues to see the patient on a regular basis.
results

Critical Transition Points in the Current Referral Process
As the PWG outlined each step of the current referral process, it identified critical transition points in which MHC access was most likely to be compromised. The PWG designed the TelehealthCoordinated Collaborative Care intervention to address the key problems at these critical transition points that could negatively impact patient access and primary care specialty communication and coordination. The identified transition points and accompanying solutions were as follows and are summarized in Figure 1 ; these were developed by the PWG during their meetings.
Transition Point #1: Parents refuse initial referral to the MH clinic due to stigma regarding MH services.
The initial barrier to a successful referral process was viewed as occurring at the time of referral to the MHC from the PCP. During a primary care visit, the FQHC PCP may recognize a MH need and inform the parent that a referral will be made to the MHC. For a number of reasons identified by PWG members, families may decide not to pursue MH services at this initial referral point. Parents on the PWG, and in the parent qualitative interviews, 5 reported having several concerns about using a MHC for their child. Parents didn't know what services would be provided at a MHC, and were unfamiliar with the MHC's screening and intake system. Parents also reported stigma attached to MHCs in their community-they were often viewed as places associated with child protective services or severe mental illness, treated only with medication, rather than as a family-friendly center for childfocused behavioral health services.
System Solution #1: Parents watch a video introducing them to the MHC at the time of initial referral.
PWG parents suggested that a video introducing them to the MHC, including a description of services, staff, and procedures, would be helpful in creating greater comfort with the idea of utilizing a MHC for their child's MH needs. PWG members wanted the video to illustrate to parents that the MHC was a childfocused, friendly environment with staff dedicated to providing comprehensive services to children and families. At the time of the initial referral by the PCP at the FQHC site, parents will watch a 5-minute video (Funches Productions) created by the MHCs (http://www.childguidance. org/, http://www.childfamilycenter. org/), providing them with an introduction to the MHC and a stepby-step explanation of the process for receiving services. A medical assistant at each intervention primary care clinic will show the parents the video in the exam room or provide a link to the video via text message.
Transition Point #2: Many parents don't complete the MHC's screening and eligibility process in a timely manner after referral.
The current system of phone screening for eligibility was problematic from the perspective of parents and MHC staff. Parents often received these phone calls from the MHC weeks after the initial referral from their PCP. This delay in the first contact was often due to elapsed time to receive the initial referral by fax from the FQHC and failed attempts to reach the parent by phone. Parents reported viewing these calls as "cold-calls"; for many parents, the information requested during the call (eg, household income) seemed somewhat intrusive when elicited via phone. The MHCs reported several challenges to contacting parents via phone; numbers were frequently no longer valid by the time of the phone screening contact, parents often didn't seem to remember that a referral was made, and at TransiƟon Point #1 Parents refuse iniƟal referral to the mental health clinic due to sƟgma regarding mental health services.
System SoluƟon:
Parents watch a video introducing them to the mental health clinic at the Ɵme of referral.
TransiƟon Point #2:
Parents do not complete the mental health clinic's screening and eligibility process aŌer referral.
System SoluƟon:
A live video conference session connecƟng parents at the FQHC with the mental health clinic staff ensures compleƟon of the screening and eligibility process.
TransiƟon Point #3:
PCPs reject transfer of stable paƟents who have completed treatment but in need of psychotropic medicaƟon back to primary care for ongoing management.
System SoluƟon:
Regularly scheduled live videoconferences connect PCPs and mental health clinicians for PCP educaƟonal sessions, transfer case sessions, and co-management rounds. System Solution #2: Parents at the FQHC use a live videoconference session to connect with MHC staff to enhance completion of the screening and eligibility process.
To address this problem, the PWG designed the phone eligibility screening as a live videoconference session in which the parent (located at the FQHC) connects with the MHC case manager (located at the MHC). The perspective from PWG parents was that parents would feel more comfortable going to the FQHC clinic and being assisted through this unfamiliar process by FQHC staff. The parent will meet with the FQHC MH care coordinator, and together they connect to the MHC via live videoconference, using a HIPPA compliant platform, for the eligibility screening process. These sessions will occur within just a few days of the initial PCP referral; questions to determine eligibility are the same as those asked via phone (eg, insurance, income).
Transition Point #3: PCPs reject transfer of stable patients who have completed treatment back to primary care for ongoing psychotropic medication management.
Once a patient has completed treatment and management at the MHCs, there was often a need to transfer back to primary care for ongoing psychotropic medication management. However, the MHCs were usually not successful in getting a PCP at the FQHC to accept patients back for primary care psychotropic medication management, for a number of different reasons. PCPs often didn't feel comfortable prescribing the psychiatric medications (due to lack of experience with these medications), didn't feel as if they had adequate specialty MH support to take full responsibility for these patients, and weren't confident that they could readily get the patient re-enrolled into the MHC if necessary. Ongoing psychotropic medication management, thus, remained the responsibility of the MHC. This often presented problems with reimbursement; MHCs were often unable to receive ongoing funding from DMH for medication management alone on stable patients. System Solution #3: Regularly scheduled live videoconferences to connect PCPs and MH clinicians for PCP educational sessions, transfer case sessions, and co-management rounds.
The PWG developed three distinct elements of the TelehealthCoordinated Collaborative Care intervention to address the concern regarding transfer patients. These were created to facilitate transfer of care back to the PCP for children who have completed the initial treatment and management of their MH condition at the MHCs and were recommended by psychiatry for transfer back to primary care for ongoing psychotropic medication management. Educational sessions were created to increase the comfort level of PCPs on a range of commonly encountered MH conditions. Transfer case sessions were designed to provide the PCP with an opportunity to meet with the transferring MH provider and gain a comprehensive understanding of the transfer case and how it should be managed. The co-management rounds sessions were designed to provide another venue for PCPs and MH providers to discuss shared patients, and for PCPs to more closely follow their previously referred patients, who may eventually return for primary care management as a transfer case. Each element aimed to increase the level of communication and collaboration between PCPs and specialty providers, and the comfort of PCPs in managing MH disorders in patients with specialty MH support. Sessions were planned to be held during lunch, to maximize provider attendance, and CME credit would be offered for faculty attendance at educational sessions.
Educational sessions were designed as topic-based webinars in which the specialty clinician provides a live, brief presentation on diagnosis, management, and referral and post-referral follow-up on a range of MH problems that the PCP may encounter. These monthly, hour-long webinars were created to be attended by PCPs, and to include time for discussion and questions. Topics will include attention deficit hyperactivity disorder (ADHD), anxiety, depression, oppositional defiant disorder (ODD), post-traumatic stress disorder (PTSD), and anorexia nervosa.
Transfer case sessions were designed to occur when the MHC had a patient who had completed treat-
Telehealth-Coordinated Intervention -Contreras et al
ment and management at the MHC, and was ready to be transferred back for PCP management of psychotropic medication and the MH condition. Generally, these patients should be enrolled in the MHC for at least 6-12 months prior to transfer. These "transfer patients" should have completed the behavioral therapy portion of services, yet still need frequent visits with the psychiatrist for ongoing medication management. The FQHC and MHCs together explicitly defined which patients would be appropriate for transfer: 1) mild-moderate severity, 2) simplemoderate complexity, and 3) diagnosis of one or more of five conditions: ADHD, depression, anxiety, ODD, and PTSD. During transfer sessions, the psychiatrist hoping to transfer a patient back to primary care will connect with an accepting PCP via live videoconference. The PCP and psychiatrist will discuss the specific primary care management of the patient who is ready to be transferred. All providers, including the accepting PCP, will be encouraged to participate in these sessions to learn and prepare for potential transfer cases.
Co-management rounds were planned to be held as needed, and can often be added to either the end of an educational session or transfer case session. These co-management sessions will allow the PCPs and MH specialist to discuss ongoing management concerns for shared patients. These could be patients who were recently transferred back to primary care, or new patients who are in the referral process.
After the initial psychiatric visit at the MHC, subsequent visits will be conducted via telehealth (ie, live videoconference visits) with the patient at the FQHC location, accompanied by the FQHC MH care coordinator, and the psychiatrist at the MHC. The PWG envisioned that this would help ease the transfer of patients back to primary care by having the patient located at the FQHC for psychiatric followup visits, encouraging the parent to build trust with the care coordinator, and including the PCP in the process by enlisting their assistance in medication prescription refill.
PWG Process Evaluation and Challenges
Attendance at PWG meetings averaged 72% of all members at meetings 1-6, which were dedicated to development of the intervention. PWG members were also asked to evaluate the PWG process after each meeting; this survey was completed by 75% of meeting attendees, for meetings 1-6. A majority of PWG respondents reported that shared decision-making was used at meetings (97%), that the project purpose and objectives were clearly stated at meetings (94%), and that the meeting time and place were convenient (92%). Ninety-six percent of the PWG respondents felt satisfied with their participation in the meetings, and 97% felt satisfied with the meeting generally.
The major challenge encountered using the PWG to design the intervention was that the primary care organization perspective was often different from the MHC perspective on the same problem. When this occurred, we used a consensus approach to come to agreement, but often it was the parent's input on the PWG that brought these two groups to consensus.
dIscussIon
Using a community-partnered approach, the Telehealth-Coordinated Collaborative Care intervention was designed to meet the specific needs of a multi-site FQHC, community MHCs, and its families. The PWG developed a multi-stepped intervention that addressed the major gaps in the referral system, including the challenges of connecting patients to the MHC from primary care, and supporting PCPs in accepting them back after completion of treatment.
The key elements of the intervention focused on the main access points to the MHC and back to primary care. These were critical transition points, and were identified as the most important elements of the referral and treatment process to target through intervention by the PWG. Other interventions that have aimed to improve access to MH among low-income school-aged children have focused on co-location of MH within primary care, collaborative care models of care that may include MH mid-level providers working with the PCPs, and immediate access to psychiatry consultation for PCPs. 16, 17, 37 Each of these models has been studied, with varying levels of evidence of effectiveness in increasing MH care access. These models, however, may require a re-structuring of services, staff, or financing. Together, using the community-partnered approach, the partner organizations
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in our study developed a referral process that would both help the parent connect with the MHC and later support the PCP in accepting the patient back and taking responsibility for managing mental health care, yet be minimally disruptive to their core model of care. Essentially, group on the PWG -these were only discoverable by including parents, primary care, and MH clinicians and staff together in the same discussions over a period of time. For example, the focus on the challenges of transferring patients back to primary care was not a major concern for the FQHC as the PCPs didn't feel comfortable taking on the responsibility of managing even stable patients on psychotropic medication 5 ; their major concern was the difficulty in getting families connected to the MHC.
An unintended outcome from this project was a more collaborative working relationship between the FQHC and MHCs. The organizations tackled other issues that affected patient care, but were not directly a part of the intervention, such as how to improve MH care access for children with developmental disabilities, and how to improve the quality of documentation shared between the FQHC and MHCs.
There are limitations to this study. As this is a community-partnered approach to intervention development, the telehealth-based intervention is adapted to address the specific needs of the partners, and may not be generalizable to other locations or settings. We describe development of the intervention here; a pilot study is underway that focuses on the primary outcome of MHC access. Thus, conclusions about the feasibility, acceptability, and effectiveness of this intervention cannot be made. The target points for the intervention are improved access to care and care coordination across primary and specialty MH care; thus, even if the intervention is found to be promising, it does not address the quality of services that patients receive once they do gain access to care at the MHCs. We do not provide details on the cost of the intervention development process or ongoing maintenance; much of these costs relate to staff and provider time at meetings, and the cost of the FQHC MH care coordinator's time. Finally, payers of MH care for this population were not involved, limiting our capacity to identify barriers and system solutions that may improve the intervention's sustainability.
Despite these limitations, this community-partnered approach to intervention design and development created a telehealth-based intervention plan that aims to improve MH care access to publicly insured children and improve collaboration and coordination of care among primary care and specialty MH care providers. Our next steps are intervention implementation and testing through a cluster-randomized controlled trial. few changes were made to the actual services that parents and children received, organizational structure and staffing, or billing arrangements. Without drastic organizational level changes, a new referral process was created to address the main concerns of all stakeholders involved.
The knowledge of all three barriers and accompanying solutions were not held by any one stakeholder 
